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Sex Differences in Health
and Use of Medical Care

by Esther Hing, Division of Health Care Statistics,

Mary Grace Kovar, Dr.P.H., Office of interview and Examination
Statistics, and Dorothy P. Rice, Regent's Lecturer, Department
of Social and Behavioral Sciences, School of Nursing,
University of California, San Francisco

Introduction

Women in the United States, as in most industrialized
countries of the world, outlive men. Life expectancy for females
born in the United States in 1978 was 77.2 years or almost 8
years longer than men. The gap in life expectancy between
males and females has widened since 1900, reflecting dramatic
changes in mortality and the major causes of death over the
years, generally in women’s favor. Mortality rates, however,
are only one indicator of health status. Morbidity and medical
care patterns of men and women show a different picture.
Women have more illnesses and disabilities, make more physi-
cian visits, and are hospitalized at higher rates than men.

How can women have apparently poorer health and yet
live longer than men? What are the differences between the
sexes in the risk of disease? Are there differences in the use of

medical care that might be associated with length of life? In this
report, these questions will be explored by reviewing sex dif-
ferences in some of the risk factors and in morbidity for the
civilian noninstitutionalized population and sex differentials in
the use of two medical care settings: physicians’ offices and
short-stay hospitals. The data presented in this report are pri-
marily from the National Health Interview Survey, the National
Ambulatory Medical Care Survey, and the National Hospital
Discharge Survey.

NOTE: Certain sections of this report are based on D. P. Rice, E. Hing, M. G.
Kovar, and K. Prager: Sex differences in disease risk, in E. Gold, ed., The
Changing Risk of Disease in Women: An Epidemiologic Approach. Lexington,
Mass. D.C. Heath. In press.



Highlights

The following conclusions are derived from data collected

by the National Center for Health Statistics.

Women with hypertension were twice as likely as men to
be on medication and have their blood pressure under
control.

Women were more likely than men fo be obese or over-
weight.

Females generally have lower morbidity and mortality
rates than males for the four leading causes of death even
though they have higher overall morbidity rates.

About 45 percent of females and 52 percent of males in
the civilian noninstitutionalized population were perceived
to be in excellent health.

Females had 46 percent more bed-disability days due to
acute conditions than males did.

On the average, females made 43 percent more visits to
office-based physicians than males did.

But, 28 percent of all visits women 15-44 years of age
made to physicians’ offices were for gynecological (sex-
specific) reasons. There were 859 visits for those reasons
for every 1,000 women of that age.

When visits for sex-specific reasons are excluded, females
of all ages made 24 percent more visits to office-based
physicians than males did.

On the average, females were hospitalized in short-stay
hospitals 40 percent more often than males were.

But, 59 percent of all hospital stays for women 15-44
years of age were for gynecological (sex-specific) reasons.
There were 125 discharges for those reasons for every
1,000 women of that age.

When hospital stays for sex-specific reasons are excluded,
males of all ages were hospitalized about as often as fe-
males were (135.3 discharges per 1,000 males versus
131.5 discharges per 1,000 females).



Sources and limitations of data

Detailed descriptions of the background and methodology
used in the three primary surveys are presented in appendix I.
Descriptions of other National Center for Health Statistics
(NCHS) surveys cited in this report can be found in reference 1.
The information in appendix I is needed to interpret the data
from these surveys because there are differences in the survey
populations, sample designs, data collection procedures, esti-
mation procedures, definitions, and instruments used in each
survey. The National Health Interview Survey (NHIS), for
example, is a national probability sample survey of households,
while the National Hospital Discharge Survey (NHDS) and
the National Ambulatory Medical Care Survey (NAMCS) are
national probability sample surveys of episodes of medical care
in short-stay hospitals and in the offices of “office-based, pa-
tient care™ physicians, respectively.

In NHIS, information about illness, disability, medical
care, and other health-related items is reported by household
members in personal interviews. NAMCS and NHDS, in con-
trast, are medical-record-based surveys. In NAMCS, infor-
mation is recorded by the physician, aided by his office staff
when possible, for a sample of medical encounters (visits). In
NHDS, information for a sample of patients discharged from
the hospital is transcribed by the hospital staff, NCHS repre-
sentatives, or both, from hospital records to abstract forms.
The value of NAMCS and NHDS data is in the precision
and depth of diagnostic information. Information on the impact
of illness in the general population and on illnesses not treated
in the formal medical settings of the physician’s office or short-
stay hospital is provided by means of NHIS.

The data collected by means of the surveys do not include
the total population, all ambulatory visits, or all hospital epi-
sodes. This will limit interpretation in some cases.

Data from NHIS includes only the civilian noninstitution-
alized population living at the time of interview. Because there
is a difference between the sexes in the proportion in military
service or in institutions (such as nursing homes) and because
those in service or institutions are different from those who
are not, the comparisons are affected.

Only data on visits to office-based physicians are collected
through NAMCS. If one sex is more likely than the other to
use emergency rooms, outpatient departments, company clin-
ics, or other such sources for ambulatory care, the compari-
sons will be affected.

Data on discharges from non-Federal short-stay hospitals

are collected through NHDS. If one sex is more likely than
the other to use Federal hospitals (such as Veterans Admin-
istration hospitals) or long-term hospitals, the comparisons
will be affected.

Because data from all of these exclusions are not avail-
able, it is impossibie to know how much the comparisons may
be affected. In some cases, inclusion of the entire population
would make no difference in the conclusions. In other, prob-
ably very specific cases, it might make a great difference.

Finally, these data are cross-sectional, not longitudinal.
In many of the tables the information is shown by age so that
comparisons can be made among age groups. The information
is presented this way because many aspects of health and use
of health care are associated with age. That does not neces-
sarily mean the aspects are attributable to aging.

In appendix II definitions of terms used in this report are
presented. Reference to the definitions is also essential to the
interpretation of the data.

In this report, two types of morbidity rates are presented:
crude rate and age-adjusted rates. The method of computing
age-adjusted rates is found in appendix III; appendix IV con-
tains a brief discussion of sampling errors for data that were
not age-adjusted.

For the rates that were not age-adjusted, terms such as
“similar” and *‘the same” mean that there is no statistically
significant difference between the rates being compared. Terms
such as “greater than” or “less than” indicate that the differ-
ence is statistically significant. Lack of comment regarding the
difference between any two statistics does not mean that the
difference was tested and found to be significant. For more
details on statistical tests performed, see appendix IV.

Sampling errors were not computed for the age-adjusted
rates. Although the sampling error of the non-adjusted (or
crude) rate can be used as an approximation of the sampling
error for the age-adjusted rate, the differences in the age-
adjusted rates were not tested for statistical significance. Al-
though the statements about such rates are, therefore, merely
suggestive in most cases, the test of significance for the un-
adjusted rates is an additional basis for these statements. These
tests are noted on the tables presenting the age-adjusted rates.

In this report, the terms “male” and “‘female” refer to
people of all ages; the terms “men” and “women” refer to
people at least 15 years old.



Risk of disease

What are the differentials between the sexes in disease
risk? Rice, Hing, Kovar, and Prager, in the paper cited in the
introduction, used *‘risk factor” to describe those characteristics
in healthy people that relate to the subsequent appearance of
disease. The concept is used in considering an individual’s po-
tential and leads to thinking in terms of prevention rather than
possible therapeutic measures. The total risk is the aggregate of
individual risks, some of which may interact, resulting in a total
that may differ from the sum of the parts.

Some risk factors such as age, sex, and genetic background
cannot be modified, although the effects can sometimes be
ameliorated. Such risk factors will not be discussed in this re-
port. Other factors such as cigarette smoking, alcohol and drug
abuse, diet, obesity, and elevated blood pressure can be identi-
fied and sometimes modified. Those factors will be mentioned
because in their modification lies one of our hopes for pre-
venting disease and early death.

Cigarette smoking, for example, has been documented as
a risk factor for a host of diseases. The associations have been
summarized in a succession of Surgeon General’s reports and
documented in numerous research reports. Despite this doc-
umentation, a third of the adulits in the United States still
smoke. The proportion of adult men who smoked 15 years
ago was much higher than the proportion of women. However,
the proportion of men who smoke has been declining much
faster than the proportion of women. By 1979, 38 percent of
the adult men and 30 percent of the women smoked. Among
adolescents, the proportion of girls who smoke is now close to
the proportion of boys.?

Alcohol use, especially heavy use, has been indicated as
a risk factor for some diseases and for deaths resulting from
motor vehicle accidents. Men and boys use alcohol more fre-
quently and drink more at one time than women and girls do.?
In general, risk-taking behavior, such as engaging in violent
sports or driving at high speed, is more common among men
and boys than among women and girls.

Obesity has also been identified as a risk factor for some
of the leading causes of death. Women were more likely to be
overweight or obese than men.? In the early 1970’s, 28 per-
cent of women 20-74 years of age, compared with 19 percent
of the men in that age range, were obese according to criteria
developed for the National Health and Nutrition Examination
Survey. About 22 percent of adult women were both obese
and overweight.

In the early 1970’s, serum cholesterol levels of women
from their mid-thirties through mid-forties were lower than
those of men, but women’s cholesterol levels were higher than
men’s at older ages.® Some of the difference in later years
may be the result of the death of men with high levels, but the
crossover of the total mean cholesterol values at the end of
the female reproductive period in these cross-sectional data
suggests an advantage to women that disappears following
menopause.

Hypertension has been documented as a risk factor for
both ischemic heart disease and stroke. In the late 1970’s, the
prevalence of elevated blood pressure (defined as a systolic
pressure of 160 mm Hg or greater and/or diastolic pressure of
95 mm Hg or greater) was higher among men 25-64 years of
age than among women.® However, the difference was not
statistically significant for any 10-year age group, perhaps be-
cause of small cell sample sizes.

The proportion of women who are hypertensive has not
changed between 1960-62, when the first National Health
Examination Survey was conducted, and 197680, the dates
of the last Survey. However, the proportion of adult hyperten-
sive women who were on medication and whose blood pres-
sure was controlled increased from 22 to 40 percent of white
women and from 20 to 38 percent of black women. Women,
black and white, were twice as likely as men with hyperten-
sion to be on medication and have their blood pressure under
control.®

Other risks to health are occupational. Men tend to be
exposed to some occupational health hazards more often be-
cause of their concentration in industries with hazardous work-
ing conditions. Men are twice as likely as women to report
having jobs in which they are exposed to special risk of ac-
cident or injury or to substances that could endanger their
health. Men are also more likely to have changed jobs because
of concern about occupational hazards.2 However, there are
suggestions that working conditions in health-service industries
and in offices—places where there are more women—may also
be hazardous.

This brief overview suggests that men may be at greater
risk of developing major degenerative diseases or impairments
than women. Men are more likely to smoke or drink. They
are more likely to work in heavy industry. They are more likely
to have elevated blood pressure. Obesity is the only risk factor
that puts women at a disadvantage.



Sex differentials in health

Data on the sex differentials in perceived health status,
incidence of acute conditions, and prevalence of chronic con-
ditions and impairments are obtained through the National
Health Interview Survey (NHIS).

Before considering these data, it is essential to be explicit
about the population under consideration. Institutionalization
for long-term care of health conditions is, despite current con-
cerns, relatively rare in the United States. Even among the
elderly, at any given time about 95 percent of the people 65
years of age and over are living in the community—not in
nursing homes. However, women of that age are about twice
as likely as men to be residents of nursing homes (59.7 versus
30.7 per 1,000 in 1977).7 The elderly in nursing homes, who
are likely to be ill or disabled and suffer from multiple chronic
conditions, are not included in this large population-based
survey of the civilian noninstitutionalized population. Thus,
the estimates of the rates of illness, disability, and some kinds
of medical care utilization, particularly the rates for women,
would be higher if these ill, elderly people were included.

Perceived health status

How do people perceive their health? Women overall are
less optimistic in their assessment of their health than men are.
Females are less likely to assess their health as “excellent”
(45 percent) than males (52 percent), and more likely to assess
it as “‘fair” or “‘poor™ (figure 1). Self-perceived health status,
however, varies with age. Females assess their health as “fair”
or “poor” more often than men do from the age of about 12
until about 57 years of age.! The difference is especially
marked during the child-bearing years of women. However,
after about 60 years of age, women tend to assess their health
more positively than men do.8

In this context it is also interesting to note that women
have lower levels of general psychological well-being and higher
levels of depressive symptomatology than men. Among people
25-74 years of age, the mean level of general psychological
well-being was 77.6 for women and 83.5 for men in the early
1970's.° The mean depressive score was 10.0 for women and
7.1 for men. Women were twice as likely as men to have scores
of 16 or higher on the depression score of the Center for
Epidemiology Studies (CES-D).!0 That is, on these rating
scales women were less likely to exhibit general psychological
well-being and more likely to exhibit symptoms of depression
than men. There is a relationship between one’s perception of
health and psychological well-being, A cross-classification of

Poor 3.0 Unknown 0.7

: 51.6
. excellent

Male

Poor 2.9 Unknown 0.7

Female

Figure 1. Self-assessment of health by sex: United States, 1979




depression and self-perceived health from the National Health
and Nutrition Examination Survey demonstrates that people
in “fair” or “poor™ health are more likely to have scores of
16 or higher on the CES-D than people in “excellent” or
“good” health.

Incidence of acute conditions

The incidence of acute conditions is higher for females
than for males. There were 228 conditions reported per 100
females compared to 202 conditions per 100 males in 1979
(table 1). Age-specific rates were higher for females 15 years
of age and older than for males, but were similar for both sexes
for persons under 15 years of age (figure 2).

Females had higher incidence rates for infective and
parasitic diseases, respiratory conditions, and digestive con-
ditions. The only category in which males had higher incidence
rates than females was injuries. Males, however, tend not to
stay in bed for injuries as much as females do: Although the
incidence rate for males was 43 percent greater than that for
females, the number of restricted-activity days per 100 persons
was only 27 percent higher, and the number of bed-disability
days per 100 persons was the same for both sexes.

Other data from NHIS suggest that females slow down

their activities as a result of all acute conditions to a greater
extent than males do. While the incidence rate was 13 percent
higher for females than for males, females had 27 percent more
restricted-activity days per 100 persons and 46 percent more
bed-disability days per 100 persons due to acute conditions
than males (figure 3). This phenomenon persists for most
categories of acute conditions; that is, for categories of acute
conditions for which females have higher incidence, they also
have higher rates of restricted-activity days per 100 persons
and higher rates of bed-disability days per 100 persons.

The definition of an acute condition is needed to interpret
these data. Only those acute conditions that caused restricted
activity or received medical care are included. Thus, if men
and women have an equal number of conditions, the incidence
rates would be higher for women if they were more likely than
men to restrict their activities or to receive medical care. Also,
the incidence rate includes acute conditions due to delivery
and disorders of the puerperium—solely female conditions.
After these conditions are excluded, however, the excess for
females is reduced, but still persists. The rate for acute con-
ditions not related to reproduction is 11 percent greater for
females than that for males (224 acute conditions per 100 fe-
males compared to 202 acute conditions per 100 males).
Similarly, the number of restricted-activity days per 100 per-
sons and the number of bed-disability days per 100 persons

500 —

400 —

300 —

200

100 —

Number of acute conditions per 100 persons per year

Female

Under 5 5-14 15-24

25-34

Age in years

35-44 45-54 55—-64 65 and
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Figure 2. Incidence of acute conditions per 100 persons per year, by sex and age: United States, 1979
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tor these conditions is greater for females by 21 and 39 percent,
respectively.

Prevalence of chronic conditions
and impairments

Chronic conditions in NHIS are defined as those condi-
tions with a duration of 3 months or more (prior to the inter-
view) and certain conditions (listed in appendix II) that are
considered chronie regardless of when they began. Age-specific
prevalence rates of chronic conditions for males and females
from the 1979 NHIS are shown in table 2.

Prevalence rates for many of these chronic conditions are
higher among older people. For example, the prevalence of
heart conditions, hypertensive disease, diabetes, arthritis, and
visual and hearing impairments is associated with age for both
sexes. To partially remove the effects of the differing age dis-
tributions, the prevalence rates were adjusted (using the four
age groups presented in table 2) by the direct method to the
1970 civilian noninstitutionalized population of the United
States. (See appendix III for details on the method of com-
puting age-adjusted rates.) These adjusted rates and the
morbidity-sex ratios are presented in table 3. To calculate
these morbidity-sex ratios, age-adjusted rates for males were
divided by those for females. Numbers less than unity represent
a higher prevalence among females; numbers larger than unity
represent a higher prevalence among males.

The morbidity-sex ratios were quite large for absence of
extremities or parts of extremities (4.77), gout (2.12), em-
physema (2.09), and coronary heart disease (1.85). Prevalence
rates for women were higher (ratios below unity) for hyper-

tensive disease, thyroid conditions, anemia conditions, gall-
bladder conditions, chronic enteritis and colitis, diverticula of
the intestine, migraines, diseases of the urinary system, arth-
ritis, and some skin conditions.

In reviewing these differentials, it should be noted that
several of these chronic diseases are more common among
members of one sex for biological reasons. Hormonal and bio-
chemical factors, for example, are primarily responsible for
the excess rates of gout among males.!! Anemia and gallbladder
disease are more common among women at all ages because
of their reproductive role.!!

In addition, some of the differences in rates may result
from men being less aware that they have a condition' than
women are. For example, only 59 percent of white men versus
75 percent of white women who were found to have elevated
blood pressure during a medical examination were aware of
the condition prior to the examination. The findings were sim-
ilar for black men (64 percent) and black women (85 percent).®

Overall, however, a pattern emerges from these data: The
sex differences in reported prevalence are similar to the sex
differences in mortality; that is, for those conditions that are
leading causes of death, males generally have higher mortality
and morbidity rates. Women, on the other hand, are more likely
to have a higher prevalence of chronic diseases that are not
leading causes of death.

In 1979, the four leading causes of death were diseases of
heart, malignant neoplasms, cerebrovascular diseases, and
accidents. The prevalence of coronary heart disease (based on
age-adjusted rates) was 85 percent greater among males
(table 3), and males were twice as likely as females to die from
this cause (table 4). Coronary heart disease caused 90 percent
of the deaths assigned to diseases of the heart.1?

Malignant neoplasms, while not commonly reported in
household interviews, are more common in males than in fe-
males based on data from the Surveillance and Epidemiology
and End Results (SEER) program of the National Cancer In-
stitute. In the mid-1970s, the incidence of all types of cancer
combined was 25 percent greater among males than among
females.!? The age-specific rates were higher for males at the
oldest and youngest ages. However, women had higher inci-
dence rates between the ages of 20 and 55 years. Men are
one-and-a-half times more likely to die from cancer than
women are.

- Among the civilian noninstitutionalized population, there
is no statistically significant difference between the sexes in
the prevalence of cerebrovascular diseases (table 3). However,
the prevalence of stroke is high among the institutionalized
population; 16 percent of the people in nursing homes are stroke
survivors.” The age-adjusted prevalence rate among the total
institutionalized and noninstitutionalized population was 18
percent greater among men than women. In 1979, men were
19 percent more likely to die from cerebrovascular diseases
than women were. Finally as indicated earlier, the incidence
of injuries was 43 percent greater among males, and males
were about 3 times as likely to die from this cause as females
in 1979 (table 4).

Women, in contrast, are more likely to have a higher
prevalence of chronic diseases that are not among the leading



causes of death (diabetes is an exception). For example, the
age-adjusted prevalence rates of arthritis, chronic sinusitis, and
varicose veins of the extremities were higher among females.
Thus, while women have a higher prevalence of a greater
number of chronic conditions than men have, these conditions
appear to cause disability and activity limitations rather than
death.

Why do males have excess morbidity and mortality for
these leading causes of death? Waldron!4 suggests that men
have more heart disease because they smoke more, because
they have higher serum choiesteroi ievels at ages 30-45 years,
and because they display the hard-driving, rushed, competitive,
coronary-prone behaviors more often than women. Data from
the Framingham Heart Study suggest that women have a bio-
logical protective advantage during the reproductive years,
because at any level of combined risk factors, women have
only half the risk of men of the same age.!> As was shown in
table 4, mortality rates for heart disease for women at pre-
menopausal ages are lower than for men, but the rates then
rise to approach those of men.

Several of the risk factors associated with cerebrovascular
disease are similar to those for heart disease. These include
high serum cholesterol levels, smoking, high blood pressure,
and diabetes.!¢ Thus, one reason men have higher morbidity
and mortality rates for that disease and for stroke is that they
tend to have more of the associated risk factors (with the ex-
ception of diabetes).

Many factors have been identified as increasing the risk
of cancer. Some of them, such as smoking, which increases
the risk of many cancers in addition to lung cancers, are more
prevalent among men. The relationship between diet and cancer
is still the subject of intensive investigation. It is too soon to
draw conclusions about sex differences. The status of this re-
search has recently been reviewed and summarized.1? Other
risk factors are quite specific to certain body organs and tis-
sues. Discussions and summaries of the evidence for causes
of cancer can be found in Schottenfield and Fraumeni.!8

Many of the risk factors for accidents and injuries are as-
sociated with personal behavior. For example, excessive driv-

Table A. Age-adjusted percent distribution of persons by chronic
activity limitation status, according to sex: United States, 1979

Chronic activity limitation status Male Female
Percent
distribution?

Total oo e e 100.0 100.0
No limitation of activity ......... .. covenns 85.2 86.8
Limitation of activity. ... .......... v 14.8 13.2
Limited, but not in major activity2............ 3.6 3.6
Limited in amount or kind of activity?......... 5.6 8.0
Unabie to carry on major activity?............ 5.7 1.6

1Adjusted by the direct method to the 1970 civilian noninstitutionalized
population of the United States, using 4 age groups.

2Major activity refers to ability to work, to keep house, or to engage in school
or preschool activities.

SOURCE: National Center for Health Statistics, B. Feller: Health characteristics
of persons with chronic activity limitation: United States, 1979. Vital and
Health Statistics. Series 10-No. 137. DHHS Pub. No. {PHS) 82-1565. Public
Health Service. Washington. U.S. Government Printing Office, Dec. 1981.

ing speed and alcohol use are strongly associated with motor
vehicle accident fatalities, which are more common among men
than women. Male drivers are involved in 30 percent more
accidents per mile driven, and 130 percent more fatal acci-
dents per mile driven.!” Males are also more likely to engage
in contact sports than females are.

It is interesting to note that when the data were age-
adjusted, the proportion of males with limitation of activity was
somewhat higher than the proportion of females (15 percent
versus 13 percent) as shown in table A. Also, men were more
than 3 times as likely as women to be unable to carry on their
major activity (6 percent of men compared with 2 percent of
women). This may be a reflection of the more serious nature
of chronic diseases prevalent among men or of the way the
question on limitation was asked. Major activity includes the
ability to work, keep house, or engage in school or preschool
activities. Women who reported that their major activity was
keeping house were asked if they were limited in their activity
to keep house. The'y were not asked if they were limited in
their ability to work outside the home.



Sex differentials in use of
medical care

Ambulatory care

Data presented on ambulatory care are basically from the
1979 National Ambulatory Medical Care Survey (NAMCS),
a continuing national sample of ambulatory medical encounters
in the offices of office-based, patient-care physicians. Although
ambulatory care is rendered in other settings, the physician’s
office is the primary setting for most ambulatory care.

However, according to data from the 1980 National Health
Interview Survey (NHIS), a higher proportion of male’s con-
tacts with physicians are in hospital clinics or emergency
rooms or in company or industry health units than are those
of females. Of the 425 million contacts males had with physi-
cians that year, 66 percent were in offices and 16 percent in
clinics, health units, or emergency rooms. Of the 610 million
contacts females had, 69 percent were visits to offices and 12
percent were visits to clinics, health units, or emergency
rooms. The remainder of the contacts were telephone consul-
tation, home visits, or visits to other places.20

Injuries are especially likely to be treated in emergency
rooms and clinics. Thus, the restriction of visits to office-based
physicians may affect some of the comparisons, especially
where injuries account for a sizable proportion of the visits.

It is well known that females make more visits to doctors’
offices than males do. In 1979, females made 3.0 visits per
person to office-based physicians compared with 2.1 visits per
person among males (tables 5 and 6). The visit rates for each
sex by age are shown in figure 4. The visit rates for children
decrease rapidly until 14 years of age. The visit rates for boys
appear to be higher but are not significantly higher than those
for girls, From 15 years of age on, women make more visits
than men, with the differential greatest during the childbearing
years. At ages 25-34, for example, women made, on the
average, 3.6 visits per person and men made 1.7 visits per
person. After 44 years of age, the differential decreases. The
rates increase for each sex but more rapidly for men than for
women. Between the age groups 45-54 years of age and 65
years of age and over, for example, the rate of increase in visit
rates was 61 percent for men compared with 29 percent for
women.,

Clues to explaining the utilization patterns by sex in
fipure 4 may be found by examining the differentials in prin-
cipal diagnoses associated with the visits. Although the overall
visit rate for boys (under 15 years of age) is not statistically
higher than that for girls, boys under 15 years of age do have
a significantly higher visit rate for injury and poisonings (232

visits per 1,000 population among boys compared with 147
per 1,000 population among girls).

From 15 years of age on, rates of visits to office-based
physicians are higher for women than for men. A large part of
the sex difference in visit rates during the child-bearing years
for women is due to the proportion of visits attributed to preg-
nancy and associated conditions including antenatal, prenatal,
and post partum care. In 1979, the visit rate for such care
among women 15-44 years of age was 563 visits per 1,000
population, accounting for 18 percent of the visits for women
in that age group. After excluding visits associated with repro-
duction, however, the excess for women in visit rates persists
(table B). The age-adjusted visit rate for females, after exclud-
ing visits associated with reproduction, was 26 percent greater
than that for males.

It has been hypothesized in other studies of sex differ-
entials in health that a large part of women’s greater utiliza-
tion of health services can be accounted for not only by preg-
nancy and related conditions but also by conditions that are
specific to only one sex; that is, conditions affecting the genital
organs.2!22 Nathanson, for example, hypothesized that the sex
differences in hospital utilization rates “may be largely ex-
plained by the way in which women use gynecological services
and perhaps by the behavior of the physicians who provide
these services.”?! In physicians” offices, gynecological visits
by women account for a sizable proportion of visits among
those 15-44 years of age. The visit rate for female-specific
conditions (diseases of the female genital organs and breast
including neoplasms of breast or female genital organs) was
859 visits for every 1,000 women 15-44 years of age. This
rate was significantly greater than that for male-specific con-
ditions (37 per 1,000 population) among men of the same age.
When visits for all sex-specific conditions are excluded, how-
ever, the female rate of visits still exceeds that for males
(table C). The age-adjusted rate for non-sex-specific visits was
19 percent greater for females than for males.

During the child-bearing years, women also have higher
visit rates for infective and parasitic diseases, benign neo-
plasms, obesity, anemias, anxiety states and other neuroses
and personality disorders, acute respiratory infections, and
diseases of the urinary system. Males under 45 years of age
have more visits for injuries and poisonings. They also have
higher injury rates. Thus, the visit rates for injuries do seem to
reflect real differences in the incidence rates, and the differ-
ence between the sexes in the rates might be even greater if
we were able to include visits to emergency rooms.
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Figure 4. Visit rate to office-based physicians per 1,000 population, by sex and age: United States, 1979

Table B. Visit rate {excluding visits associated with reproduction} Table C. Visit rate (excluding visits associated with sex-specific
to office-based physicians per 1,000 population, by sex and age, diagnoses) to office-based physicians per 1,000 population, by sex
and age-adjusted rate by sex: United States, 1979 and age, and age-adjusted rate by sex: United States, 1979
Age and age-adjusted rate Male Female Age and age-adjusted rate Male Female
Visits per 1,000 Visits per 1,000
population! population’
Allages. .. ..ccvuiiinininrninencneeans 2,119.4 2,781.6 Allages. .. ..o iiiiii i 2,067.6 2.564.0
Under15vyears..........cieiiiinnnn 2,070.5 1,994.1 UnderiS5vyears...........covvvinnn.. 2,052.0 1,977.4
16—44vyears.......oooviniinnnennnnn 1,658.9 2,505.5 15—44 years.....cocvvrvenevennnnnn 1.630.8 2,209.4
A5-B4years. . ....oviiiniiii i 2,542.7 3,364.0 45-BAyears.......iiiiii i 2,460.7 3.052.6
65 yearsandover ................... 3,582.7 4,239.1 65 yearsandover ........oiiiiinann 3.437.9 4,107.0
Age-adjusted rate?................n.n 2,146.2 2,702.2 Age-adjustedrate?. . ................. 2,098.4 2,4995
'See appendix Il for list of diagnoses excluded. 1See appendix I for list of sex-specific diagnoses excluded.
2adjusted by the direct method to the 1970 civilian noninstitutionalized 2adjusted by the direct method to the 1970 civilian noninstitutionahzed
population of the United States, using 4 age groups. population of the United States, using 4 age groups.
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From 45 years of age on, the visit rates for chronic dis-
eases increase for both sexes. In general, the differentials re-
flect the differences in prevalence found in the general popu-
lation. Women had more visits for rheumatoid arthritis, dis-
eases of the urinary system, anemias, essential hypertension,
hypertensive heart disease, and fractures. The higher rate for
fractures among women is a reversal from the younger ages.
Osteoporosis, a condition in which bones become thin, brittle,
and vulnerable to fractures, may be the underlying cause for
the higher visit rate for fractures to women because it is more
common among elderly women than among elderly men.?3

Men 45 to 64 years of age had higher visit rates for hernia
of the abdominal cavity and heart disease. The visit rate for
ischemic heart disease among men 45-64 years of age was
more than twice the rate for women in the same age group
(119 visits per 1,000 men compared to 41 per 1,000 women).
Women in the 45-64 age group, however, had more visits than
men of the same age for malignant neoplasms. From 65 years
and over, women had a higher visit rate for cataracts.

Overall, females had higher age-adjusted visit rates
(table 7) for many of the same chronic diseases found more
prevalent among women in the general population as shown in
table 3. Women had higher visit rates for infectious and para-
sitic diseases; neoplasms, malignant and benign; diseases of the
thyroid gland; obesity; anemias; mental disorders; cataracts;
hypertension; hypertensive heart disease; varicose veins; gas-
tritis and duodenitis; diverticula of intestine; cholelithiasis,
cholecystitis, and cholangitis (gallbladder conditions); diseases
of the genitourinary system; rheumatoid arthritis; and sprains
and strains of back.

Males, overall, had higher age-adjusted visit rates for
many of the diagnoses corresponding with the leading causes
of death; the sex ratio of age-adjusted visit rates was 77 per-
cent greater among males than females for ischemic heart dis-
ease, 32 percent greater for cerebrovascular disease, 130 per-
cent greater for emphysema, and 30 percent greater for injuries
and poisonings (table 7).

The greater visit rate for malignant neoplasms among
women is interesting. Although incidence rates are higher
among men, the age-adjusted visit rate for these diseases was
31 percent greater for women. Because men have both a higher
incidence and die more often from malignant neoplasms, one
possibility is that women utilize physicians’ offices more fre-
quently and have early diagnosis and treatment of this disease.
If this is, indeed, the case, the benefits to women are signifi-
cant. According to a recent study by the National Cancer In-
stitute and the American Cancer Society, mammography
combined with physical examination “resulted in a 30 percent
reduction in the death rate from breast cancer in women over
50.”2* It may also reflect differences between men and women
in specific types of causes and the differing survival rates and
places where cancer is treated. Twenty-six percent of the cancer
occurring in men 45-64 years of age is cancer of the Iung and
bronchus while 32 percent of the cancer among women that
age is breast cancer (table D). Because lung cancer has a low
survival rate (10 percent 5-year relative survival rate for white
men and 8 percent for black men) while breast cancer has a
high survival rate (72 percent 5-year relative survival rate for

Table D. Number and percent distribution of malignant neoplasms
diagnosed by selected primary sites, according to age and sex:
United States excluding Puerto Rico, 1973-77

Age
Sex and selected
primary site 45-64 65 years 45-64 65 years
years and over years and over
Percent
Male Number distribution

Allsites .............. 58,784 80,669 100.0 100.0
Colon, rectum, and

rectosigmoid . ........ 8.065 14,617 13.7 16.1
Pancreas ............. 1,975 3.055 34 34
Lung and bronchus . . ... 15,402 17,502 26.2 19.3
Prostate gland . ........ 5,636 22,060 9.6 24.3
Urinary bladder ........ 3,679 6,733 6.3 7.4
Othersites............ 24,027 26,702 40.9 29.4

Female

Allsites .............. 68,747 76,577 100.0 100.0
Colon, rectum, and

rectosigmoid ......... 7,169 16,142 10.4 21.1
Pancreas ............. 1,351 3,040 2.0 4.0
Lung and bronchus ..... 6,103 5,080 8.9 6.6
Breast................ 22,163 17,801 32.2 23.2
Cervixuteri............ 2,683 1,674 3.9 2.2
Corpus uteri........... 9,370 5511 13.6 7.2
Ovary .....covvevn... 3,581 2,728 5.2 3.6
Urinary bladder . ....... 1,142 2,626 1.7 34
Othersites............ 15,185 21,975 221 28.7

SOURCE: National Cancer Institute: Surveillance, Epidemiology and End
Results: incidence and Mortality Data, 1973-77. NIH Pub. No. 81—-2330.
Public Health Service. Washington. U.S. Government Printing Office,
June 1981.

white women and 60 percent for black women),?’ it is likely
that a part of the higher visit rates for women is due to their
return for followup care after treatment for breast cancer.

In summary, the higher visit rates by women are largely
the result of their greater number of illnesses, or at least of the
illnesses of which they are aware and willing to report, because
the pattern of visits mirrors the illnesses reported in household
interviews. The greater awareness of symptoms by women may
also be related to their reproductive role in that exposure to
physiological stress during pregnancy may result in conditions
becoming manifest that would otherwise be subclinical. Be-
cause most women are receiving continuing care during preg-
nancy, these conditions may be more likely to be treated, or a
protective regimen started that will prevent, delay, or minimize
clinical diseases and disability, or postpone death.

Women’s reproductive role, however, does not account
solely for women’s disproportionate use of ambulatory care
because only 18 percent of visits by women 1544 years of
age can be attributed to pregnancy and related conditions.
Even after these and all sex-specific conditions are excluded,
the female visit rate remains higher than male visit rates.

Another explanation for the higher visit rate for females
is behavioral. Women of all ages, but particularly women in
their middle years, are more likely than men are to have a
regular source of care, to have a private doctor, and to visit
that private doctor for care.26 With increasing age, men ap-
parently acquire a regular source while women, who already

1



have one, continue at the same levels. When asked why, men
of all ages were more likely than women to say they do not
have one because they feel that they do not need one.26

Hospital care

In 1979, females used short-stay hospitals more often than
males. The discharge rate per 1,000 females was 197 com-
pared with 141 per 1,000 males. The discharge rate by age
for the sexes is shown in figure 5. Boys under 15 years of age
have a higher discharge rate than girls. At 15-54 years of age,
women have higher discharge rates, with the differential great-
est during the child-bearing years (15~44 years of age). At 45
years of age and over, the rates increase for each sex but more
rapidly for men than for women. After 65 years of age, the
discharge rate is higher for men than for women.

Clues to explaining the utilization patterns by the sexes
may be found by examining the differentials in the first-listed
diagnosis causing the hospital stay (tables 8 and 9). The higher
utilization of hospitals by boys (under 15 years of age) was
associated with higher discharge rates for hernia of the ab-
dominal cavity; congenital anomalies; fractures, all sites; intra-
cranial injury; pneumonia; bronchitis, chronic and unspecified;
and asthma. Girls had a higher rate for chronic disease of
tonsils and adenoids.

The tendency of boys (at least through age 14) to have
higher utilization of hospital services may stem from the fact
that male infants tend to be sicker than female infants. Male
newborn infants had a higher (all-listed) illness rate than fe-
male newborn infants in 1979.27 Mortality among infants is
also higher for males than it is for females. In 1979, death
rates for certain causes of mortality in early infancy and for
congenital anomalies were, respectively, 26 percent and 15
percent greater among male than female infants.!2 In addition,
some authors have concluded that the higher illness rates
among boys is in part the resuit of the greater likelihood of
boys to inherit various defects of the immune system passed
along on the X chromosome, leaving boys less resistant to in-
fection and diseases.19282°% Waldron reports that there are
more than 50 pathological conditions which occur almost ex-
clusively in males because they are caused by X-linked reces-
sive mutations.!® The higher utilization among boys is also
associated with their higher injury rates.

At ages 15-54, women are hospitalized more often than
men of the same age. As in physicians’ office encounters, a
large proportion of the higher rate for women during the child-
bearing years (15-44 years of age) can be attributed to preg-
nancy and associated conditions. In 1979, the discharge rate
for these conditions was 95 per 1,000 women 15-44 years of
age, and accounted for 45 percent of discharges for women in
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Figure 5. Hospital discharge rate per 1,000 population, by sex and age: United States, 1979
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that age group. After excluding discharges associated with re-
production, the female excess in hospital discharge rates is
nearly eliminated (table E). The age-adjusted discharge rate
for females after excluding visits associated with reproduction
was nearly the same as that for males.

A second component of the higher utilization of hospitals
by women 15-54 years of age are hospital visits for gyneco-
logical disorders. For women 15-44 years of age, the second
most frequent first-listed diagnosis (after deliveries and com-
plications of pregnancy, childbirth, and the puerperium) in-
volved diseases of the female genital organs (25 discharges
per 1,000 women). Men of the same age, in contrast, were
much less likely to be hospitalized for hyperplasia of the
prostate and other disorders of the male genital organs (2 dis-
charges per 1,000 men). When all sex-specific conditions are
excluded, the age-adjusted discharge rate for males is 11 per-
cent greater than that for females (table F). Thus, when only
serious health problems that are not sex specific are considered,
males are slightly more likely to be hospitalized than females
are.

The sizable contribution of sex-specific conditions to the
overall discharge rate for females is also illustrated by the rates
for surgical procedures. In 1978, the surgical rate for females
was 54 percent higher than that for males.3® Gynecological

Table E. Hospital discharge rate (excluding discharges associated
with reproduction) per 1,000 population, by sex and age, and
age-adjusted rate by sex: United States, 1979

Age and age-adjusted rate Male Female
Discharges
per 1,000
population’
Allages ....iviiiinii s iaaroarans 141.1 163.5
Underi1Byears ......covivveinennnennn 80.3 63.8
1544 years ...vvvenetivanrnnnrnnenan 96.9 117.7
A5—6B4 YEars . ... .ovvreere i enaaan 193.2 197.4
65 yearsandover. ... i civiieriiiinnns 410.5 373.6
Age-adjustedrate? ............0uiunnn 142.2 143.2

!See appendix Il for list of diagnoses excluded.
2Adjusted by the direct method to the 1970 civilian noninstitutionalized
population of the United States, using 4 age groups.

Table F. Hospital discharge rate (excluding discharges associated
with sex-specific diagnoses) per 1,000 population, by sex and
age, and age-adjusted rate by sex: United States, 1979

Age and age-adjusted rate Male Female

Discharges

per 1,000

population’
Allages ...ooviiniiii i iienineiinnnans 135.3 131.6
Under15years ......ocvvivvenennnnnn. 78.2 63.0
15=44 YRarS . vvvvvernreenneernnnnns 94.7 88.3
4B-B4AYears .. ...ttt 185.7 166.8
B5yearsandover...........ccovivunnnn 380.7 355.3
Age-adjustedrate? ..............00.... 136.3 122.9

1See appendix |l for list of sex-specific diagnoses excluded.
ZAdjusted by the direct method to the 1970 civilian noninstitutionalized
population of the United States, using 4 age groups.

surgery was the leading type of surgery performed in short-
stay hospitals. When sex-specific surgical procedures are ex-
cluded from the overall surgical rates, the surgical rates for
males and females in short-stay hospitals were similar. The
non-sex-specific surgical rate was 70.9 per 1,000 males and
was 67.3 per 1,000 females.30

Illnesses for which men 15-44 years of age were more
likely than women of the same age to be hospitalized included
ulcers of the stomach and duodenum, hernia of the abdominal
cavity, derangement and displacement of intervertebral disc,
and injuries and poisonings (table 8). After 45 years of age, hos-
pital rates for chronic diseases were higher for both sexes.
Men 45 years of age and over were more likely than women
to be hospitalized for heart disease, injuries and poisonings,
cerebrovascular disease, alcohol dependence syndrome,
atherosclerosis, emphysema, ulcer of stomach and duodenum,
hernia of the abdominal cavity, and chronic liver disease and
cirrhosis. From 65 years of age on, men are also more likely
than women to be hospitalized for malignant neoplasms; pneu-
monia; bronchitis, chronic and unspecified; and diseases of
the urinary system.

When these data are adjusted for age, the same pattern
holds in hospitals as in households and physicians’ offices:
For the leading causes of death, males have higher mortality
and hospital discharge rates. The age-adjusted hospital dis-
charge rates for males exceeded those for females (morbidity-
sex ratios greater than unity) for malignant neoplasm; alcohol
dependence syndrome; heart disease (including acute myo-
cardial infarction, coronary atherosclerosis, other ischemic
heart disease, cardiac dysrhythmias, and congestive heart
failure); cerebrovascular disease; atherosclerosis; pneumonia;
bronchitis, chronic and unspecified; emphysema; ulcer of
stomach and duodenum, peptic ulcer of unspecified site, and
gastrojejunal ulcer; hernia of the abdominal cavity; and chronic
liver disease and cirrhosis (table 10).

From these data, it would appear that males use a differ-
ent and more intensive mixture of hospital services than fe-
males do. This is illustrated not only by the sex differences in
diagnosis causing the hospital stay, but also by the hospital
fatality rate (number of deaths divided by the number of total
discharges multiplied by 100). In 1979, males had a higher
hospital fatality rate than females in every age group except
the youngest (under 15 years). The largest difference occurred
in the 65 years of age and over group in which the hospital
fatality rate for men was 65 percent higher than that for
women.?’ Males in the younger and oldest age groups also
used more days of care per 1,000 population than females,
but women exceeded men in the middle years.2? When days
of care for sex-specific conditions were excluded, males used
more days of care than females did (table G).

Comparison of data from households,
physicians’ offices, and short-stay
hospitals

In the preceding sections sex differentials in health and in
health care utilization of physicians’ offices and short-stay
hospitals were discussed. Data collection methodologies for
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Table G. Days of care (excluding days associated with sex-specific
diagnoses) in short-stay hospitals per 1,000 population, by sex
and age, and age-adjusted rate by sex: United States, 1979

Age and age-adjusted rate Male Female

Days of care

per 1,000

population’
Allages. . ...cvvvi i i vrannans 1,036.6 1,078.8
UnderiByears........covvivinnnnnn. 347.5 269.6
15—44 Years. .. .ovvvrinerieneannnans 608.6 541.8
A5~BA Years. ... ..o i nrnneanann 1.411.1 1,435.3
6byearsandover ...........covennn.n 3,982.0 3,918.5
Age-adjusted rate?. .. ................ 1.023.1 972.4

tSee appendix Il for list of sex-specific diagnoses excluded.
2Adjusted by the direct method to the 1870 civilian noninstitutionalized
population of the United States, using 4 age groups.

each of the data bases discussed varied: data from NHIS, for
example, are based on self-reported data in a household per-
sonal interview, while data from NAMCS and the National
Hospital Discharge Survey (NHDS) were based on patient
health records in physicians’ offices and short-stay hospitals,
respectively. Despite these differences, the sex differentials
reported in each of these surveys are generally consistent and
of similar magnitude.

The morbidity-sex ratios (age-adjusted male rates divided
by age-adjusted female rates) for selected diagnoses from
NHIS, NAMCS, and NHDS are shown in table H. In all
three surveys, the morbidity-sex ratios show excess morbidity
among males (values greater than unity) for emphysema,
ischemic heart disease, and displacement of intervertebral disc.
All three surveys also show excess morbidity among females
for hypertension, arthritis, gallbladder conditions, diverticula
of intestine, anemias, and thyroid conditions.

Table H. Morbidity-sex ratios of selected diagnoses in households,
physicians’ offices, and short-stay hospitals: United States,
1979

. . Physicians’  Short-stay
Diagnosis Households offices hospitals
Morbidity-sex ratio!
Emphysema ............ 2.09 2.30 3.50
Ischemic heart disease . .. 1.85 1.77 1.79
Displacement of
intervertebral disc ...... 1.29 1.21 1.32
Ulcer of stomach and
duodenum, ............ 0.98 1.15 1.40
Diabetes mellitus........ 0.91 1.09 0.72
Cerebrovascular disease. . . 0.90 1.32 1.09
Hypertension . .......... 0.86 0.79 0.78
Arthritis. .. ..o vein 0.65 0.57 0.56
Diverticula of intestine. ... 0.65 0.73 0.63
Diseases of the urinary
system ...........0unn 0.35 0.40 1.01
Gallbladder disease .. .... 0.33 0.38 0.48
Anemia conditions....... 0.26 0.52 0.82
Thyroid conditions....... 0.20 0.17 0.19

1Age-adjusted rate for males divided by age-adjusted rate for females. See
tables 3, 7, and 10 for age-adjusted rates.
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There are, however, exceptions to this rule. Cerebrovas-
cular disease, for example, is reported to be slightly more
prevalent among females in households, but males have higher
rates of this disease in physicians’ offices and short-stay hos-
pitals. These differences may be the result of reporting differ-
ences by the sexes or differences in health-seeking behaviors,
or both.

Other health services

Among some of the other health services (such as dental
care, use of prescribed medications, nursing home care, and
inpatient psychiatric care), rates of use are almost always
higher for females than for males. In 1979, the age-adjusted
dental visit rate for females was 20 percent greater than that
for males (table J). Females also received more prescribed
medications than males did, primarily because females made
more visits to physicians offices than males did.3!-3? In 1980,
drugs were ordered or provided in 63 percent of visits to
office-based physicians.?! The average number of drugs or-
dered or provided per office visit, however, was not significantly
different for male and female patients. The average number of
ordered or prescribed drugs per office visit was 1.84 for males
and 1.89 for females.3!

Women are also predominant users of nursing homes. In
1977, women 65 years of age and over were twice as likely as
men in the same age group to reside in nursing homes (figure
6). The reason for this disproportionate use by women is pri-
marily the longer life expectancy of women. In 1978, 69 per-
cent of women 75 years of age and over were widowed, and
nearly half of those women lived alone.3! Thus, when elderly
women become seriously ill, they are less likely to have a
spouse at home, necessitating a stay in a nursing home. Among
the elderly who do use nursing homes, women apparently use
nursing homes on a long-term basis, while elderly men are
more likely to use nursing homes for relatively shorter stays.

Males, however, are more likely to be institutionalized in
State and county mental hospitals than females are (table K).
In 1975, males were twice as likely to be admitted to State

Table J. Number of dental visits per person per year, by sex and
age, and age-adjusted rate by sex: United States, 1979

Age and age-adjusted rate Male Female

Number of visits

per person
per year

Allages ..coovinrin it 1.6 1.8
Under17years .......cccvuiiienennnnnnn 1.5 7
1784 Years ....oooviieiiinnronnnnnnns 1.5 1.9
A5—BA YEArS ..o vivivr i 1.8 20
B5yearsandover... ..ot 1.3 1.5
Age-adjusted rate! ............ ...l 1.5 1.8

1Adjusted by the direct method to the 1970 civilian noninstitutionalized
population of the United States, using 4 age groups.

SOURCE: National Center for Health Statistics, S. Jack and P. Ries: Current
estimates from the National Health Interview Survey, United States, 19789.

Vital and Health Statistics. Series 10-No. 136. DHHS Pub. No. (PHS) 81-1564.
Public Health Service. Washington. U.S. Government Printing Office, Apr. 1981.
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65 years of age and over, by sex and age: United States, 1977

Table K. Age-adjusted admission rates by sex and selected types
of mental health facility: United States, 1975

Type of mental health facility Male Female

Age-adjusted
admission rate

State and county mental hospitals. . ....... 245 124
Private mental hospitals . ................ 55 67
Non-Federal general hospitals with
psychiatricunits ...................... 209 276
Public.......... ... i, 70 62
Nonpublic ............ ..., 139 214
Federally funded community mental
healthcenters ........................ 427 441
Outpatient psychiatriccenters .. .......... 611 709

SOURCE: Task Panel Report: Mental Health—Nature and scope of the
Problems, in Report to the President From the President’s Commission on
Mental Health, Volume i, Appendix. Feb. 15, 1978.

and county mental hospitals as females were. (The age-adjusted
rate per 100,000 population for males was 245 compared with
124 for females). Females had higher age-adjusted admission
rates for psychiatric services in private mental hospitals, psy-
chiatric units of non-Federal general hospitals, federally funded
community mental health clinics, and outpatient psychiatric
settings. '
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Conclusions

Conclusions that attribute the female’s advantage in mor-
bidity and mortality to any factor or combination of factors
can only be tentative. Both Moore?® and Verbrugge®® have
observed that because the mortality advantage of females ex-
tends to every stage of their lives, no single explanation, such
as lifestyle, occupation, or utilization of health care, can fully
account for this advantage. The data on risk factors contained
in this report can only suggest some of the possibilities.

The illness patterns of the sexes and their use of health
services has been the main topic of this report. Although
causal relationships cannot be generalized from the cross-
sectional data presented, a general pattern of illness and use
of health care services by the sexes does emerge. Females
perceive more symptoms and, perhaps as a consequence, they
more frequently reduce their activities and visit doctors more
often than males do. Males do just the opposite of females in
this regard, but they apparently have more serious illnesses
when they do perceive symptoms. This is illustrated by the
finding that age-adjusted illness rates for males reported in
household settings, in physicians’ offices, and in short-stay
hospitals are usually higher for illnesses that may lead to death.
Thus, males generally have both higher morbidity, utilization,
and mortality rates for many of the leading causes of death
(that is, diseases of heart, malignant neoplasms, cerebrovas-
cular diseases, accidents, and pneumonia).

16

It has been hypothesized in other studies of sex differences
in health behavior that the failure of men to care for their health
(in a manner similar to that taken by women) may contribute
to their higher hospitalization rates at older ages and to their
higher mortality rates.!%26 The data contained in this report
tend to support this hypothesis, although further research is
needed either to confirm it or to disprove it.

The data also suggest, but do not prove, that males may
be biologically disadvantaged compared with females—starting
at birth. Males have higher rates of infant mortality and higher
death rates from congenital anomalies. Males may be subject
to more diseases linked to the sex chromosomes than females
are and possibly are more susceptible to infections because of
their less active immune system.

There are biological mechanisms associated with women's
reproductive capacity that may provide a protective advantage.
The Framingham data suggest that such a protective mechan-
ism operates for heart disease, and there are indications from
other NIH-funded research for other diseases. Women, how-
ever, have higher morbidity due to reproduction and gyneco-
logical disorders. Thus, females have both an advantage and
disadvantage because of their reproductive role.
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Table 1.

associated with acute conditions per 100 persons per year, by sex and condition group: United States, 1979

[Data are based on household interviews of the civilian noninstitutionalized population]

Number of acute conditions per 100 persons per year, days of restricted activity per 100 persons per year, and days of bed disability

Condition group

Male Female

Male

Female

Male Female

All acute conditions

Infective and parasitic diseases ... .....cv ot itenn ittt
Common childhood diSeases . . .....cviii it iitiin i nnieanaeettnnonasoannn
ViIUS, Ma0.S. &t vttt it et e ien et s asansanssnosonsonsnesensonsonesennsnnss
Other infective and parasitic diseases. .. .....c.vvviie i riinonnnrennronesnnss

Respiratory conditions

Upper respiratory conditions . .......iuitiiniiiiniiiinrnensneorcnnnsannonns

influenza

Common cold ....

Other upper respiratory conditions .. ..........cuietinrernecnonroneannenns

Influenza with digestive manifestations ......... ... .. o ittt

Other influenza . ..

Other respiratory conditions. .. ..ottt it ittt i ir e canancnssrannaas

Pneumonia.......

Bronchitis. .......

Other respiratory CONditionNS. .. .ottt iiinn ittt ittt it i nennen
Digestive system ConditioNS. . ..o v ittt ittt it it it e e i
Dental conditions ...
Functional and symptomatic upper gastrointestinal disorders, n.ec. ..............
Other digestive system conditions. ... ... ietiii it iinerinerioonnennanns
Injuries..............
Fractures, dislocations, sprains, and strains ...ttt
Fractures and dislocations .. .....ovii ittt it i et

Sprains and strains

Openwounds and 18Cerations . ... ..ieiiiitini i inetionenenenneennans
Contusions and superficial injuries ........ .. iiiiiiiiiiiiirierinenritenrenns
Other curvent injuries
All other acute conditions. . ... .o ittt ittt it it ertieneneri e rannaan
Diseases of the ear ..
Headaches.........
Genitourinary diSOrders. . ... vu it ittt ittt ierneearoeesanranensnennns
Deliveries and disorders of pregnancy and the puerperium......................
Diseases of the skin .
Diseases of the musculoskeletal system . ........c.iiiiin it niienrennnn.
All otheracute conditions. . . ... vttt it it i tie i secnrananenn

Number of acute

Days of

Days of

conditions restricted activity bed disability
per 100 persons per 100 persons per 100 persons
per year per year per year
201.5 228.3 824.1 1,047.8 334.2 487.3
22.2 26.5 75.7 116.2 37.9 61.1
2.3 25 10.9 14.3 5.4 6.1
9.5 11.4 27.4 43.0 14.7 246
10.4 12.6 37.3 58.8 17.7 30.4
99.4 114.7 331.6 426.4 1604 222.9
56.4 63.7 1566.1 196.7 68.2 87.6
42.8 46.3 117.1 140.9 50.3 62.2
13.6 17.4 39.0 55.8 17.9 25.4
36.6 441 126.0 163.0 68.5 100.0
25 3.8 7.3 11.5 *2.9 6.3
34.0 40.3 118.7 151.6 65.6 93.6
6.5 6.9 49.5 66.7 23.7 35.4
1.5 1.1 21.7 23.5 12.7 15.2
25 3.3 15.0 25.2 7.2 12.8
25 25 12.9 18.0 *3.7 7.4
10.2 12.5 44.9 61.7 19.4 33.3
3.5 29 16.4 13.0 5.8 5.4
5.1 6.3 8.9 15.4 *3.8 6.9
1.6 3.3 19.6 33.4 9.8 21.0
40.8 285 241.0 190.1 62.9 63.2
12.9 9.6 129.1 104.5 31.6 31.6
4.2 2.7 66.4 61.7 18.6 20.5
8.7 6.8 62.6 42.8 13.0 11.1
10.5 5.9 33.2 234 6.6 7.6
8.8 6.4 36.0 33.0 1.0 13.3
8.7 6.6 42.7 29.2 13.7 10.7
28.8 46.0 131.0 253.3 53.6 106.9
8.1 8.2 30.0 30.4 12.6 11.6
1.5 2.4 4.9 5.1 *2.5 *2.7
2.4 11.9 11.3 60.7 *5.1 26.9
4.1 46.7 21.3
2.2 2.7 9.3 11.9 *3.1 *3.8
3.7 3.9 29.6 31.9 11.2 9.5
11.0 12.9 45.9 66.6 19.0 31.1

NOTES: n.e.c. = not elsewhere classified; n.o.s. = not otherwise specified.

SOURCE: National Center for Health Statistics, S. Jack and P. Ries: Current estimates from the National Health Interview Survey, United States, 1979. Vita/ and Health
Statistics. Series 10-No. 136. DHHS Pub. No. (PHS) 81—~1564. Public Health Service. Washington. U.S. Government Printing Office, Apr. 1981.
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Table 2. Prevalence rates per 1,000 population for selected chronic conditions, by sex and age: United States, 1979

Male Female
Chronic conditions’
All Under 17 17—44 45-64 65 years All Under 17 17—44 45—-64 65 years
ages years years years and over ages years years years and over
Circulatory conditions

Heart conditions ................. 713 221 33.5 131.8 265.7 80.7 13.4 41.2 125.5 280.6

Coronary heart disease . ......... 30.0 - *35 75.5 145.3 19.2 - *1.1 34.3 96.1
Hypertensive disease, n.e.c. ....... 95.2 *0.4 60.5 202.9 315.0 123.9 *3.4 57.1 225.0 434.2
Cerebrovascular disease . .......... 7.0 - *1.0 14.4 40.1 9.0 - *1.5 17.2 40.1
Atherosclerosis . ................. 17.3 - *0.9 28.5 1215 18.8 - *0.7 5.3 125.0
Varicose veins, N.e.C. v..covirvvvans 10.2 *0.8 *4.6 23.3 36.9 44.5 - 31.8 77.0 126.3
Hemorrhoids .................... 36.1 *1.4 44.7 59.9 52.3 45.3 *0.7 52.0 69.1 75.8
Poor circulation, n.0.8. «.....ouuus 3.7 - *1.3 *4.9 23.9 5.5 - *1.8 *8.6 24.5

Respiratory conditions

Chronic bronchitis and emphysema. . . 44,7 49.3 20.1 62.5 104.5 44.3 35.3 35.4 55.2 76.0

Chronic bronchitis.............. 31.6 49.3 17.8 335 36.3 37.4 34.8 349 374 51.7

Emphysema................... 13.1 - *2.3 29.0 68.2 6.9 *0.5 *0.5 17.8 24.3
Asthma, with or without hay fever. .. 29.9 455 221 27.8 *21.8 29.5 30.6 26.5 40.0 201
Chronic sinusitis . ........coovnen.. 110.6 52.0 119.6 164.1 135.4 148.2 41.4 175.6 2122 1711

Digestive conditions
Ulcer of stomach and duodenum.... 17.0 *0.4 18.4 33.7 *21.3 18.4 *2.7 18.2 25.9 39.4
Frequent constipation............. 8.2 *2.9 *2.3 12.8 41.5 27.1 *4.5 19.4 39.6 79.6
Galibladder conditions ............ 3.3 - *0.8 *8.9 *13.4 11.4 - 12.5 16.6 224
Diverticula of intestine ............ 4.5 *0.3 *0.2 13.8 *16.4 8.1 - *0.8 15.8 37.2
Chronic enteritis and colitis ........ 4.6 *2.2 *3.5 *7.7 *9.9 12.9 *2.3 13.0 19.7 23.1
Skin and musculoskeletal
conditions

Eczema, dermatitis, and

urticaria, N€.Co vovvrerunnivneans 28.8 29.8 26.4 31.9 30.4 42.6 42.9 47.5 43.6 24.0
Psoriasis and similar disorders...... 2.4 *1.8 9.6 18.0 *13.6 9.5 *2.3 7.0 18.1 19.0
Corns and callosities.............. 13.5 *1.5 13.6 22.9 29.7 304 *3.4 21.4 56.6 73.9
Diseases of sebaceous glands,

NeC (aCNe) . .vvrerrnerennneann 29.3 28.7 41.8 13.3 *8.3 30.5 245 51.3 11.2 *4.0
Arthritis, n.e.C. ..oiviiiiiiiiiaian 87.3 *4.6 36.9 188.4 354.6 150.4 *2.8 58.1 311.5 504.4
Displacement of intervertebral disc. . . 12.9 *0.4 11.5 29.5 225 10.8 *0.3 9.3 20.0 22.7
Bunion ..., .oviiiii i, 2.7 - *1.6 *7.7 *4.8 13.56 *0.4 8.5 22.8 42,2
Synovitis, bursitis, and

tenosynovitis .. ... oii .. 17.4 *1.9 14.2 46.0 *18.7 25.3 *1.4 19.6 56.2 43.2
[ 7o 11 10.5 - *4.3 27.7 33.9 5.6 - *1.4 11.2 225

Genitourinary, nervous, endocrine
metabolic, and blood-forming
systems and other selected
conditions

Thyroid conditions. . .............. 4.2 *0.4 *3.0 *8.5 *11.8 22.3 *1.6 20.8 42.8 36.7
Diabetes.......ocviviiiininninnn 21.8 *1.0 8.4 56.0 73.7 26.6 *1.3 9.0 59.7 83.9
Anemia conditions ............... 4.8 8.9 *1.8 *2.9 *9.7 21.0 *7.0 27.0 17.1 36.4
Migraine.......coieviiiniiinenas 11.8 *4.2 15.5 16.8 *7.7 36.9 *6.6 47.5 63.1 20.5
Neuralgia, neuritis, specified sites

and types, N.C. vvvvevvenennnnnn 3.7 - *0.5 *6.4 24.0 7.1 - *2.5 16.3 225
Diseases of the urinary system...... 12.4 *4.8 10.3 16.7 36.3 38.6 11.6 424 45.1 71.2
Diseases of prostaté .............. 10.4 - *4.7 15.3 58.0 ... ...

Impairments
Visual impairments .........c.vunnn 47.1 13.0 41.5 74.4 119.7 32.8 8.0 17.8 43.4 117.6
Hearing impaitments.............. 88.8 18.7 56.3 147.8 327.2 66.4 10.0 34.1 93.1 249.6
Speech impairments . ............. 1.7 18.7 9.5 *7.7 *9.3 6.7 13.1 *3.1 *5.4 *7.9
Absence of extremities or parts of

extremities (excludes tips of fingers

ortoesonly)........oviiinnt 14.2 *1.7 7.2 34.0 42.0 3.3 - *1.0 *6.8 *12.3
Paralysis, complete or partial, of

extremities orparts of extremities . . . 5.7 *1.7 *4.0 *8.2 *20.1 4.3 *1.9 *1.3 *5.2 18.3
Deformities or orthopedic

impairments.......... ..o 84.7 12.6 102.6 122.3 144.8 85.5 15.8 88.2 113.8 174.2

'For coding information on these data, see table I.

NOTES: n.e.c. = not elsewhere classified; n.o.s. = not otherwise specified.

SOURCE: 1979 National Health interview Survey. Rates based on estimates below 215,000 are considered statistically unreliable.
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Table 3. Age-adjusted prevalence rates per 1,000 popuiation for selected chronic conditions, by sex, and morbidity-sex ratios: United States, 1979

Age-adjusted
rate? per 1,000 Morbidity-
Chronic conditions’ population sex
ratio
Male Female
Circulatory conditions

Heart conditions . . ... u i ittt ai i tsttnaasttssansansesennanasesaannns 72.4 72.5 1.00

COroNary Neart diSEaSe. . . .. vv vttt eree et tatinernesuessnesneeneeneneeennnn 30.9 16.7 31.85
Hypertensive diS@ase, NMuB.C. o v vertuueenearneneeoenernesennnsenaossenaseraneasan 94.7 110.5 30.86
Cerebrovascular diSBase. . . .. vov vt innriinrennaenssanssnoeonsroassanssenesanns 7.2 8.0 0.90
Atherosclerosis. . ..........covveineennn S 17.9 15.4 1.16
N aICOSE VNS, NiBiC. v e ettt teer e e ens e neenneseeesnenssusesnnesnrossoaenannenn 10.3 39.8 30.26
HEMIOTT OIS .« o vttt et et eee ettt ettt nnreaeeneseaearanonnnsnnacannns 34.3 41.0 30.84
Poor circulation, n.o.s, ....... .. ... ettt eeee ettt ey 3.8 4.8 0.79

Respiratory conditions

Chronic bronchitis and emphysema . ..., ..o iriit it ittt rnnnrennrans 46.6 43.4 1.07

Chronic BronChitis .o . v vttt ittt ittt eniaenneeassennonasennses 33.2 37.0 0.80

EMIDRYSEME. ¢ it ettt ettt ettt aniaesrieseaesenestannsasesnssraeeanans 134 6.4 32.09
Asthma, with or without hay fever. . . ... .. i ittt i it i e ieetiiaananens 31.0 30.0 1.03
CRrOMIC SINMUSIEIS .« o v vttt ettt et eieesieeneaeeesenennenaaaneeeeaesnnensnns 108.1 138.6 30.78

Digestive conditions
Ulcer of stomach and duodentum ... ... ittt it iien e sieneassananannen 16.3 16.7 0.98
Frequent CONSHIDAtION . v v et ttr st eereiireeeseeenenennneseeeersnnonnnennees 8.4 24.5 30.34
Gallbladder CONGItioNS. . ..o vttt ittt it ete et etetsernastaasaaseaenanennnnnn 34 10.2 30.33
Diverticula Of IMEESNE . . o vttt it ittt e ieiinettnennenassnsanaeenaesaeaneenanns 4.6 71 30.65
Chronic enteritis and ColItiS. . ...t vvtvute it eeteieeeerrereernnarennnneerraeneens 4.6 11.8 %0.39
Skin and musculoskeletal conditions
Eczema, dermatitis, and Urticaria, Me.C. .. v iv ittt iaerensennonnasonsannennasans 29.0 42.9 0.68
Psoriasis and similar disorders .. ......cociiiii it et it it it it 9.2 8.9 1.03
Corns and CalloSItiES . . v v vttt ittt iie it it i it i e e 13.1 27.8 30.47
Diseases of sebaceous glands, n.e.c. (aCNe) ......oviit it i i i e 28.4 29.6 0.96
AT IS, MLBiC. & vttt ittt ie e e ees e teeeeennanerannaneseseeeeesessnnonnnnnnnnsnnn 88.2 135.4 30.65
Displacement of intervertebral disc ... . ... . it i i i i 12.6 9.8 1.29
BUIIOM . ottt i ettt et tae s e e ene e s aneeeannaaeeansaseannneassnesacnacerannnnns 2.6 12.0 90.22
Synovitis, bursitis, and teNOSYNOVILIS ... .o ittt n ittt ir it iiniereneaensornanaronnn 17.2 23.5 0.73
<17 10.6 5.0 32.12
Genitourinary, nervous, endocrine metabolic, and
blood-forming systems and other selected conditions
Thyroit CONAItIONS . . .ot ve it ettt ettt iaie et et eeinaesanaeeronaeeenanss 4.1 20.6 %0.20
18- o 1= - 221 24.2 0.91
ANEITHA CONTIIONS + 4 v v ittt eetaeeee e eeseenentnnnaenaseseeeeseensnnenenesenes 5.1 19.3 30.26
LAY T L= T2 V- At 11.3 34.7 30.33
Neuralgia, neuritis, specified sites and types, N.8.C. v v o v i it ii ettt iiinanansn 3.8 6.5 30.58
Diseases Of the UIINAIY SYSTEM v vttt v e ee et nnnsaneenerneennosneeneenenenenanen 12.3 35.6 30.35
Diseases of prostate..........coiiiiiineiien.s v e tenenater e 10.5
Impairments

RV T LT T P 1 1 T=11 (P 46.5 295 31.58
Hearing iMPaifMents . ...t eeter e ae e nenne s anesseaassesaaansaeeennenennns 88.9 59.1 31.50
SPEECH IMIPAIIMENES. « « ¢ttt ee et tee s ereeeeernunnnaaeenessesesosannnansensneens 12.1 7.3 31.66
Absence of extremities or parts of extremities (excludes tips of fingers ortoesonly) ................. 14.3 3.0 34.77
Paralysis, complete or partial, of extremities or parts of extremities .................... 5.7 3.9 1.46
Deformities or orthopedic impairments .........c.c ittt it iiiiienenenneneaanna 81.1 78.0 1.04

1For coding information in these data, see table I.

2adjusted by the direct method to the 1970 civilian noninstitutionalized population of the United States, using 4 age groups {as shown in table 2).

3Difference in crude prevalence rates between males and females is statistically significant.

NOTES: n.e.c. = not eisewhere classified; n.o.s. = not otherwise specified.

SOURCE: 1979 National Health Interview Survey. These data are based on a 1/6 subsample of households.
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Table 4. Death rates for leading causes of death, by sex and age, and mortality-sex ratios by age: United States, 1979

Rank Death rate? Mortality-
Zn Age, cause of death, and ICD~9 code! sex
oraer Male Female ratio®

All ages
All causes (age-adjusted) . .. ...ttt e e 780.3 433.5 1.80
1 Diseases of heart . ... . i i i i i i i i e i e 390-398, 402, 404—-429 282.5 140.3 2.01
2 Malignant neoplasms, including neoplasms of lymphatic and hematopoietic tissues ......... 140-208 165.6 109.6 1.51
3 Cerebrovascular diseases. .. ..o i ittt ittt ittt et it e 430-438 46.7 39.2 1.19
4 Accidents and adverse effects. .. ... . L i e E800-E949 66.2 224 2.96
Motor vehicle aCeidents. . oo oot i it i i i e i e e e E810-E825 35.8 121 2.96
AN All other accidents and adverse effects . ........cvviiininiininnnennn. E800-E807, EB26—E949 30.4 10.2 2.98
5 Chronic obstructive pulmonary diseases and allied conditions. . ..............ccovveneun... 490-496 24.7 7.9 3.13
1—4 years
Al CBUS S vttt ittt ittt et ee et taee et ae e et e e e e e e 72.6 58.2 1.25
1 Accidents and adverse effects. ...t e EB00-E949 31.6 22.3 1.42
Motor vehicle acCidents. . ..o oiii ittt it i et i i i e e E810-E825 10.7 9.3 1.15
. All other accidents and adverseeffects ............coiiiiiiiinnnnnn.. E800—E807, E826—E949 21.0 13.0 1.62
2 Congenital ANOMEAHES. . oo vttt et enne e ennn s e enanssanneeenaneeenaseannaeennn. 740-759 8.7 7.8 1.12
3 Malignant neoplasms, inciuding neoplasms of lymphatic and hematopoietic tissues ......... 140-208 5.0 4.3 1.16
4 Homicide and legal intervention .. .. ..o iiie ittt ittt E960-E978 2.4 2.6 0.92
5 Diseases of heart . .....oiiti ittt it it i it et i s 380-398, 402, 404-429 2.2 2.1 1.05
5~14 years
All causes ..... et e e e ae e e e e e e e e e e e et e ettt et e et et e 394 24.8 1.9
1 Accidents and adverse effECtS. .. .. iuit ittt it i i e e et i e e, E8B00-E949 22.3 10.4 214
cen Motor vehicle aCCidents, .. ... .oit ittt ittt ittt ittt et e e e E810-E825 10.9 6.1 1.79
e All other accidents and adverse effects ..........coiviiniiinninnnnnn E800-E807, EB26—E949 114 4.3 2.65
2 Malignant neoplasms, including neoplasms of lymphatic and hematopoietic tissues ......... 140-208 6.2 3.8 1.37
3 Congenital anomaties, .........ccocv..n. e et a et et e e et e 740-759 1.7 1.6 1.06
4 Homicide and legal intervention . .. ......iriiin ittt it it ittt E960-E978 1.3 0.9 1.44
5 Diseases of heart .. .ov vttt iiiin ittt ettt ittt et 390-398, 402, 404-429 0.9 0.8 1.13
15—24 years
. - T T T 175.7 59.0 2.98
1 Accidents and adverse effects. . . ... ittt i i e e e E8C0-E949 100.9 271 3.72
Motor vehicle acCidents, . .. ..o itet ittt ittt ittt ettt et E810-E825 71.8 21.5 3.34
ves All other accidents and adverseeffects .............covvniiiiinnn... E800-E807, E826-E949 29.1 5.6 5.20
2 Homicide and legal intervention...... Pt E960-E978 23.2 6.5 3.57
3 LT 1 o L P E950-E959 20.4 4.9 4.16
4 Malignant neoplasms, including neoplasms of lymphatic and hematopoietic tissues ......... 140-208 7.6 4.9 1.55
5 Diseases of heart . .. ..ottt ittt it it et e e e 390398, 402, 404-429 3.3 2.1 1.57
25-44 years
. L TV T 2423 112.4 2.16
1 Accidents and adverse effects. ... ...ttt it i e i e e e E800-ES49 70.4 17.6 4.00
Motor vehicle accidents. . ... .o ve it i e e EB10-E825 41.3 11.4 3.62
ves All other accidents and adverseeffects ...........coviiinnvnnnennnn.. E800—-E807, E826-E949 29.1 6.2 4.69
2 Malignant neoplasms, including neoplasms of lymphatic and hematopoistic tissues ......... 140-208 26.2 30.2 0.87
3 Diseases of heart . ..vv i iiiin ittt ittt it et c i e 390-398, 402, 404-429 36.1 124 2.91
4 Homicide and legal intervention . ... ... ...ttt ittt et e e E960—-E978 28.1 6.1 4.61
5 ST 1o o T E950-E959 24.4 8.4 2.90
45-64 years
e All causes ....... e e aieeeii ettt e ettt e ar e e, 1.275.4 672.8 1.80
1 Diseases of heart .. .....oiiiiiiiiiiiii it i ittt i, 390-398, 402, 404-429 516.0 178.4 2,89
2 Malignant neoplasms, including neoplasms of lymphatic and hematopoietic tissues ......... 140-208 345.6 266.7 1.30
3 Cerebrovascular diseases.......... PP 430-438 52.8 41.8 1.26
4 Accidents and adverse effects. ... ... . i il i e e e E800—E949 63.2 221 2.86
Motor vehicle accidents. ... ..ottt i i e e e e E810-E825 27.6 10.3 2.68
s All other accidents and adverseeffects . .........ccoviviiiniennnnan.n, EB00—-EB07, E826~£949 35.6 11.7 3.04
5 Chronic liver disease and CIrthoSiS. . . oo v it vere ettt it iei it ittt e et 571 50.0 235 213

See footnotes and source at end of table.

23



Table 4. Death rates for leading causes of death, by sex and age, and mortality-sex ratios by age: United States, 1979—Con.

Rank Death rate? Mortality-
order Age, cause of death, and ICD-9 code’ e sex
Male Female ratio®

65 years and over

Al CBUSES . .ttt ittt e teant et ceatatsonnononeensoseseuasosnaansoeasensonsasnssnonenenns 6,294.2 4,379.2 1.44

1 Diseases of heart .. ... cii ittt ittt ittt iisrentennsenrnnnnnns 390-398, 402, 404-429 2,751.7 1,989.5 1.38

2 Malignant neoplasms, including neoplasms of lymphatic and hematopoietic tissues ......... 140-208 1,364.3 759.9 1.80

3 Cerebrovascular diseases. . .. ...c..cooevrncninnnenennns et a i, 430-438 571.8 598.4 0.96

4 Chronic obstructive pulmonary diseases and allied conditions. .........coeiiiinnnian.. 490-496 277.0 71.7 3.86

5 Prieumonia and influenza. . . ... vt iiuit ittt ittt ce it ettt e 480-487 184.0 1241 1.48
'Based on the International Classification of Di: 9th Revision.

2Rate per 100,000 popuiation in specified group.
3Mortality-sex ratio expressed as the ratio of death rate for males divided by death rate for females in each age group.

4Rate per 100,000 population in specified group. Computed by the direct method, using as the standard population the age distribution of the total population of the
United States as enumerated in 1940. This type of age adjustment applies to this table only.

SOURCE: National Center for Health Statistics, Division of Vital Statistics.
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Table 5. Number of visits to office-based physicians, by sex, age, and principal diagnoses: United States, 1979

Male Female
Principal diagnosis and
1ICD-9—-CM code’ All Under 15 15—44 45-64 65 years All Under 15 15—-44 45~-64 65 years
ages years years years  and over ages years years years  and over
Number of visits in thousands
All diagnoses .............00nu. 219,218 52,617 79,659 52,591 34,351 337,096 48,735 154,345 76,003 58,012
Infectious and parasitic
diseases .......0..... 001-139 8,502 3,033 3,926 1,218 *325 11,208 2,817 6,209 1,635 647
Neoplasms ............ 140-239 5,277 *187 1,002 1,879 2,209 8,929 *215 2,458 3,696 2,659
Malignantneoplasms. .. 140-208 3.479 *74 453 1.240 1,712 5,433 *72 765 2,500 2,086
Malignant neoplasm of
breast or female genital
organs .......... 174-175,
179~184, 198.6, 198.81 *8 - - - *8 1.857 - *281 1,062 514
Malignant neoplasm of
prostate .............. 185 368 - - *78 *291
Benign neoplasms, carcinoma-
in-situ, and neoplasms of
uncertain behaviors. .. 210-239 1,797 113 549 638 497 3,496 *143 1,694 1,096 564
Benign neoplasm of breast’
or female genital
organs........... 217-221 *4 - *4 - - 831 - 574 *241 *16
Endocrine, nutritional, and
metabolic diseases, and
immunity disorders. . ... 240-279 7.115 *266 1,632 3,258 1,959 15,741 352 6,595 5,630 3.164
Diseases of the thyroid
gland.............. 240-246 *304 - *167 *111 *27 1,946 *36 902 678 *330
Diabetes mellitus.......... 250 4,237 *102 507 2,035 1,594 4,710 *37 464 2,097 2,113
Obesity . ..oocvvvnnnnnn, 278.0 1,401 *85 667 611 *37 6,940 *201 4,358 2,123 *257
Diseases of the blood and
blood-forming organs. .. 280-289 1,128 422 *141 *275 *290 2,162 *206 726 514 717
Anemias ............ 280-285 732 *202 *86 *213 *230 1,769 *120 540 417 692
Mental disorders . ...... 290-319 9,543 1,168 5,746 2,165 465 15,036 513 9,196 3,727 1,601
Anxiety states and other
neuroses and personality
disorders........... 300-301 4,923 *345 3,338 1,059 *180 8,776 *145 5,697 2,085 850
Diseases of the nervous system
and sense organs..... . 320-389 21,993 7.275 5,942 4,450 4,326 28,566 7.437 7,742 6,327 7.061
Cataract . ........ccovnnnn 366 1,100 *20 *62 350 667 2,298 *21 *55 301 1,921
Diseases of the circulatory
system...........c00n 390-459 21,647 368 3,600 9,389 8,299 27,960 11 3,679 9,310 14,859
Essential hypertension ..... 401 9,308 *115 1,856 4,700 2,638 14,298 *23 1,864 5,513 6,898
Heart disease . ..... 390-392.0,
393-398, 402,404,
410-4186, 420-429 8,242 116 638 3,459 4,030 8,862 *54 793 2,508 5,607
Hypertensive heart
disease .......... 402, 404 598 - *24 *272 *302 1.278 *14 *67 490 708
Ischemic heart
disease .......... 410-414 5,254 - 264 2,458 2,632 3,879 *7 228 932 2,712
Cerebrovascular
disease .......... 430-438 911 *28 *59 *251 57.2 906 - *22 *184 700
Varicose veins of lower
extremities............ 454 *173 - *41 *68 *63 551 - *98 *234 *219
Hemorrhoids ........... 455 1,118 - 639 *344 *135 790 - 367 *259 *164
Diseases of the respiratory
SYStemM. .....ovvnvnnsn 460-519 32,904 13,349 11,149 5,190 3,216 40,529 12,819 16,287 7172 4,251
Acute upper respiratory
infections, except .
influenza........... 460-465 13,401 7,333 4,043 1,316 710 18,636 7.858 7.161 2,152 1,465
Chronic disease of tonsils
and adenoids............ 474 *328 *195 *133 - - *274 *160 *113 - -
Pneumonia, allforms. . . 480-486 1,101 425 *261 *120 *295 1,182 394 478 *235 *76
Bronchitis, chronic and
unspecified......... 490-491 3,277 1,046 1,132 712 388 3,023 659 987 794 583
Emphysema .............. 492 460 - *38 *197 *225 *247 - - *106 *141
Asthma........ooevinnnnn 493 2,981 1,691 813 432 *146 3,805 1,301 1,327 717 460

VBased on the /nternational Classification of Diseases, 9th Revision, Clinical Modification.
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Table 5. Number of visits to office-based physicians, by sex, age, and principal diagnoses: United States, 1979—Con.

Male Female
Principal diagnosis and
1CD~9-CM code’ All Under 15 15-44 45-64 65 years All Under 15 15-44 45-64 65 years
ages years years years  and over ages years years years  and over
Number of visits in thousands
Diseases of the digestive
system. .............. 520-579 10,537 1,621 3,802 3.221 1,994 14,174 1,792 5,270 4,044 3,068
Ulcer of stomach, duodenum,
peptic ulcer of unspecified
site, and gastrojejunal
ulcer .............. 631-534 1,203 *7 4286 379 390 1,170 *33 402 507 *229
Gastritis and duodenitis .. .. 535 847 *85 398 *240 *124 1,067 *126 559 *211 *172
Hernia of the abdominal
cavity......ovnnnn. 550-553 2,215 *348 605 808 454 1,363 *129 *215 433 586
Diverticula of intestine ..... 562 *345 - *9 *171 *165 592 - *79 *236 *277
Cholelithiasis, cholecystitis,
and cholangitis...... 574-576 445 - *66 *213 *166 1.379 - 592 608 *179
Diseases of the genitourinary
system. . .........nun 580-629 7,527 592 2,458 2,539 1,938 29,105 1,685 17,621 7,280 2,720
Diseases of the urinary
system............. 580-599 3,034 *123 1,119 927 864 8,248 1,181 3,576 1,897 1,594
Hyperplasia of prostate and
other disorders of the male
genital organs....... 600608 4,246 391 1,268 1,621 1,065 ces . v . .
Diseases ofthebreast ... 610,611 *247 *78 *70 *91 *8 3,394 *102 2,115 1,012 *165
Cervicitis and endocervicitis
and other inflammatory
diseases of female pelvic
OFgansS............. 614-617 6,456 *163 5,209 917 *167
Genital prolapse (female) ... 618 615 - *146 *250 *219
Disorders of menstruation and
other abnormal vaginal
bleeding................ 626 2,584 *40 2,137 366 *41
Menopausal and postmenopausal
disorders ............... 627 3,042 - 635 2,169 *238
Other disruptions of the
female genital
tract...... 619-625, 628—629 4,766 *98 3,704 669 *295
Complications of pregnancy,
chitdbirth, and the
puerperium ........... 630-676 1,911 - 1,911 - -
Diseases of the skin and
subcutaneous tissue. ... 680-709 12,824 2,487 6,424 2,456 1,457 16,308 2,706 8,020 3,362 2,219
Diseases of the musculoskeletal
system and connective
tiSSUE. . oo vvvraennnns 710-739 15,210 832 6,012 5,397 2,968 21,795 880 7.007 7,660 6,247
Rheumatoid arthritis,
osteoarthritis and allied
disorders, except
SpINE . .oovviinnnnnn 714,715 2,094 *23 392 942 738 4,446 *18 418 1,832 2,178
Derangement and displacement
of intervertebral disc ... .. 722 1,138 - 616 479 *43 1,043 - 463 394 *186
Bursitis and synovitis
except spine...... 726~727.0,
727.2-727.3 3,161 *110 1.351 1,320 380 3,009 *45 1,039 1.240 685
Congenital anomalies. . .. 740-759 1,240 871 296 *54. *20 1,405 617 482 *187 *118
Certain conditions originating in
the perinatal period . ...760-779 *135 *135 - - - *180 *148 - *9 *24
Symptoms, signs, and ill-defined
conditions............ 780-799 6,600 1,736 2,173 1,676 1,115 10,651 1,682 4,417 2,758 1,894
Injury and poisoning ....800-999 28,405 5,903 16,302 4,698 1,602 23,377 3,687 10,946 5,686 3,158
Fractures, all sites ....800-829 6,326 1,625 3,510 895 396 5,105 953 1,334 1,481 1,337
Dislocation without
fracture ............ 830-839 1,188 *167 718 *275 *37 *346 *71 *209 *40 *25
Sprains and strains of back
({including neckj ..... 846-847 3.352 *23 2,445 786 *98 4,361 - 2,639 1,243 479
Laceration and open
wound...........n. 870-904 4,639 1,312 2,403 675 *249 2,519 624 1,258 499 *138
'Based on the /nternational Classification of Di: 9th Revision, Clinical Modification.
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Table 5. Number of visits to office-based physicians, by sex, age, and principal diagnoses: United States, 1979—Con.

Female
Principal diagnosis and
ICD~9~CM code’ All 45-64 65 years All Under 15 15-44 45-64 65 years
ages years  and over ages years years years
Number of visits in thousands
Supplementary
classifications. ........ v0o1-v82 25,357 4,023 1.824 62,546 10,653 43,004 5,885
Health supervision of infant
orchild................. V20 7,372 - - 6,650 *81 -
Normal pregnancy......... v22 A 22,426 22,289 *62
Post partum care and
examination............. V24 1,714 1,687 *8
Contraceptive and procreative
management, antenatal
screening and supervision
of high-risk
pregnancy ...... V23, V25